This article examines the development of diverse quality systems in the otherwise quite similar Danish and Swedish public health sectors. After decades of numerous piecemeal medical and managerial quality development programs in both countries, a nationwide mandatory accreditation system was introduced in the Danish health services in 2009. Nationwide quality indicator projects are also found in Sweden, but there has been political attempt to introduce a compulsory system. This article seeks to explain this difference. It argues, first, that resistance from the medical professions blocked the introduction of compulsory, nationwide quality systems in both countries for decades. Second, the implementation of the Danish accreditation system was triggered by a combination of unintended policy learning produced by local reforms in two counties and of the Ministry of Health's carefully orchestrated policy process that served to co-opt critical voices in the medical profession.
Introduction
This article examines the different historical developments of the quality systems in the Danish and Swedish public health sectors. Both countries are unitary states that have universal publicly funded health systems in which the political responsibility for running the public hospitals is largely delegated to the second-tier, namely, the counties or regions. As in many other countries, the medical professions in both Denmark and Sweden are powerful and have insisted-for a long time with success-on being in control of quality management. At the same time, both countries have seen pressure from politicians and an emerging group of hospital and quality managers to implement quality assurance measures (Saltman, Vrangbaek, Lehto, & Winblad, 2012) . Finally, the quality management of the health services has changed substantially in both countries over the last two decades in order to pay more attention to user needs and choices.
Notwithstanding these similarities, the quality management of health services in Denmark and Sweden has developed in different directions. After many years characterized by a variety of piecemeal medical and managerial quality development programs, the introduction of a mandatory accreditation system in the Danish health services in 2009 broke with this tradition in at least two ways. First, the new accreditation system, the Danish Quality Model (DDKM) forged a systematic link between the professional and the managerial lines of quality development in Denmark. In Sweden, these two lines of quality development remain separated, although voluntary attempts to align them are ongoing. Second, it implied that nationwide quality standards and indicators were adopted by all relevant medical service producing organizations in Denmark. While nationwide quality indicator projects are also found in Sweden, notably the National Quality Register developed and managed by representatives of the medical profession, political or managerial attempts to ensure that all medical specialities participate remain voluntary and therefore rather uneven.
On this background, our question is, Why, after many years of similar development, did the quality systems in Denmark and Sweden within a relatively short time develop rather differently? This kind of puzzle has been the subject of sustained discussion and studies within historical institutionalism (HI); see below. Apart from better understanding the particular Danish and Swedish cases, we try to contribute to HI theorizing by pointing to the factor of unintended learning. As we explain below, to the extent that learning has been incorporated as a factor of change in HI theory, it is mainly as a conscious act. At the empirical level, we argue that local changes (new quality systems) may have the unintended side effect of changing national systems by lowering the political costs of such changes. In the case of Denmark, the introduction and implementation of accreditation at the hospitals in Copenhagen showed not so much that clinical performance can be improved, but that accreditation is workable in administrative terms and that the political protests from the medical profession can be handled. This kind of unanticipated learning was in itself not sufficient to create a policy reform. At least, the Ministry of Health instigated a protracted policy process with the participation of key representatives from the medical professions, which would gradually co-opt their resistance. A similar window of opportunity for policy learning has not-yet-emerged in Sweden and the attempts to merge professional and managerial quality development concern, while comprehensive, remain much more unsystematic and ad hoc. It should be stressed that our aim is to explain the differential developments of the two quality systems, not to assess their effects be that in terms of cost-effectiveness or clinical value. Accordingly, we do not intend to make any value judgments about the two national quality systems.
This article first briefly reviews the key theories that may assist us in explaining the change of quality systems in the public sector. We argue that HI seems the most promising framework. Second, the selection of cases and data is explicated. We then account for the development of quality management in the Danish and Swedish public health sectors. Finally, we compare and discuss the causes underlying the differential development.
Theoretical perspectives on management reforms
The study of the politics of quality management systems in the health services has been informed by a variety of theoretical perspectives. In order to assist our attempt to understand the differential quality management reforms in Denmark and Sweden, we discuss two overall approaches, one emphasizing rational calculation and learning, and another emphasizing the importance of contingent and unintended processes. Since we have found no literature explaining differential quality management in public health systems, we need to use more general theories. Two options seem especially useful in this case: first theories of rational calculation and learning, such as public interest theory, rational choice, and principal agent theory, and second institutional theories, in particular HI.
Reforms as the outcome of rational calculations and learning One group of explanations can be joined together under the heading of rational calculation and learning in that they assume that actors are mainly driven by the more or less rational (enlightened) calculation of the suitability of means to certain ends. We distinguish here between three types of rational theories: self-interest, public interest, and learning. Rational choice theory essentially assumes that actor behavior is guided by the pursuit of self-interest. Exactly, how this pursuit is translated into concrete action depends on the incentive structure surrounding the actor. In the present case, the political incentive structures in Denmark and Sweden differ in what may be important ways. Even if the regions have significant operational responsibility for the hospital services, the overall political responsibility rests with the government in both countries. However, in Denmark this overall political responsibility is with the minister of health alone. In Sweden, the political responsibility is collectively shared in the government. If the argument that public scandals play an important role for triggering quality reforms in the health sector is correct (Kodate, 2010) , we would expect that political responsibility in Denmark creates a stronger incentive than in Sweden to pay attention to general public pressure, overcome resistance from the medical profession, and push for national, mandatory quality management schemes. The analysis thus examines the reactions of the Danish minister of health to scandals in the period shortly before the decision to implement a national, mandatory quality system.
Another explanation is based on public interest or stewardship theory, which seeks to explain reforms in terms of actors largely pursuing what they think is the public good. This theory would explain the push for quality management reforms of the public health service in terms of politicians seeking to secure public value for the taxpayers' money and, ultimately, the improvement of public health. While this seems plausible, it does not help us explain the national reform differences. A rational explanation for this difference would presume that the public interest, such as the health status of the two Danish and Swedish populations and/or the key features of the health system differed to the extent that this would call for different public management reforms. As we will show below, this was and is not the case.
The notion that reforms are driven by experiences and policy learning has close affinities to public interest and stewardship theories. Recently, Hemerijck has argued that we may benefit from explaining such incremental changes of welfare policies and schemes in terms of the capacity of systems and, not least, policy elites to calibrate institutions through social learning processes (Hemerijck, 2013) . While we are sympathetic to this attempt to give more room for historically specific ideas, reflections, and calculations in the design and redesign of public management schemes, we find that Hemerijck's emphasis on the deliberate pursuit on goals based on reflections over past experiences does not seem to leave much analytical space for grasping the unpredictable and unintended dimensions of change. In our view, the literature on planning and policy implementation abundantly supports the claim that the consequences of reforms of public management schemes almost always result in some unplanned or unintended consequences (Pierson, 2000; Pressman & Wildavsky, 1973) .
Reforms as the unintended outcome of historical processes
While we find the notion of policy learning useful, we need to approach it, not as a rational deliberation around some extra-political societal goals, but as a political and conflicting process leading to a series of diverse, unpredictable, and often more or less contradictory political goals. Such an understanding of policy learning will allow us to provide a more adequate understanding of the kind of policy learning taking place through the development of quality systems in the Danish and Swedish health sectors.
In order to grasp learning as the unintended result of events often dating back in time, we turn to HI. The basic tenet of HI is that decisions and actions of the past-wittingly or unwittingly-may contribute to the making of particular institutional paths that serve to shape future decisions and actions. Once a path is established it may be very difficult to change the basic course of regulatory actions, even if the proposed change may be more socially optimal, because of the economic costs (North, 1990) , political costs (Pierson, 2004 (Pierson, , 2011 or both entailed by a change. While HI emphasizes stability, it also offers suggestions for understanding change and the erosion of the efficacy of hitherto followed paths. One type of change may derive from sudden shocks, such as war, natural disasters, or the global financial crisis, which offset existing paths by urgently requesting new solutions. Another type of change follows a longer-term build-up of pressures, such as changing demographic composition, steadily increasing structural financial deficits, or changing citizen preferences that create a "critical juncture" of institutional redesign (Pierson, 2000 (Pierson, , 2004 . Both these type of changes, however, are largely confined to forces external to the organization or political system in which institutional paths are having effects. In the present case, we do not find shocks or major changes in the external environment.
In order to understand the changes of the Danish and Swedish health quality systems resulting from changes within the public health system, we may turn to Mahoney's and Thelen's argument that long-term incremental change internally in an organization or a political system may ultimately lead to the dissolution of existing tracks and the construction of new ones (Mahoney & Thelen, 2010) . They identify four mechanisms of incremental change: displacement, drift, conversion, and layering. However, in the present case, only the latter mechanism seems relevant and then only partially. In both countries, the introduction of quality management schemes supplemented rather than displaced existing schemes. As in a recent study of health management reforms in The Netherlands (Bovenkamp, De Mul, Quartz, Weggelaar-Jansen, & Bal, 2013) , the mechanism of layering of distinct regulatory approaches can be found both in Denmark and Sweden where older information and quality systems have been supplemented rather than replaced by new ones. However, layering does not really explain the quite comprehensive change taking place in Denmark by which existing institutions were subsumed to a new, overarching scheme.
In sum, HI seems very promising in explaining the difficulty in reforming the quality systems, something observed in both countries. It also convincingly argues that reform change may be due to a mechanism internal to the public health system, such as layering. However, the existing mechanisms of change identified by HI do not fully explain the radical change observed in the Danish case. Instead we argue that unintended learning within the political health system is an important part of the answer in the present case. Policy learning can result, we think, not only from a planned and rational process where learning is a pregiven goal, but also from local programs that unintentionally showed that technical problems and local resistance can be handled in a politically acceptable way. Accordingly, in the following, we try to show how the interests of the medical profession were at least partially modified through a re-articulation of the notion of quality and how it is best managed. Essentially, prominent representatives of the medical profession accepted that the improvement of the quality of health services hinge not only on knowledge and procedures for strictly clinical practices, but also-to some extent-on administrative and organizational procedures and standards.
The term institution is used here largely in line with March and Olsen's notion of rules, that is, formal and informal codes of conduct (March & Olsen, 1989 ). Yet, in order to illuminate the differential developments of the quality systems we focus on the ways in which such rules are articulated in particular regulatory approaches. The latter is analyzed along three dimensions by which the Danish and the Swedish developments seem to differ significantly, namely, professional versus managerial, voluntary versus compulsory, and national versus local rules. The first dimension seeks to highlight whether the rule is mainly developed and used for professional (medical) purposes or mainly for managerial ones, the second whether the rule is legally mandatory or not, and the third whether the rule is (supposed to be) nationally uniform or local only. It should be stressed that the two values of the three dimensions be regarded not as clear-cut dichotomies but rather as extreme positions along a continuum. With regard to the first dimension, it is particularly important to note that many of the rules that began as professional quality tools were at some point employed for managerial control purposes. We also find the reverse movement by which regulatory instruments developed for managerial purposes are-to some extent at least-adopted by professions to improve clinical practices. Notwithstanding this crossing over of purposes, we think it makes sense to uphold the distinction between professional and managerial quality systems, because the Danish and Swedish cases differ fundamentally in the ways in which such crossings have taken place. Finally, it should be noted that these three analytical dimensions were not theoretically deduced, but were gradually developed as we went through the data material (see below).
Method
This study adopts a most similar systems design in order to better isolate and understand the differential institutional forces shaping of quality management in health service systems. The Danish and Swedish health systems are remarkably similar in terms of the public governing of the consumption, provision, and production of health services (cf. Burau & Blank, 2006; Moran, 2000) .
The health-care systems of both Denmark and Sweden are organized and managed on three levels, namely, national, regional/county, and local/municipal. At the national level, the Ministry of Health in Denmark and The Ministry of Health and Social Affairs in Sweden establish principles and guidelines for care and set the political agenda for health and medical care. The ministries, along with other government bodies, supervise activities at the lower levels, allocate grants, and periodically evaluate services to ensure correspondence to national goals. A potentially important difference here is that in the Danish system, the minister alone is responsible for political outcomes, whereas in Sweden responsibility is shared by the government. In case of public exposure of problems in the health sector, the individualized responsibility may provide the Danish minister of health with a stronger incentive to act to deal with such problems compared to her Swedish counterpart. In both countries, responsibility for financing and providing health care is decentralized to the county councils that are elected by the public every 4 years. The executive board or hospital board of a county council exercises authority over hospital structure and management, and must ensure efficient health-care delivery. County councils also regulate prices and quality of service offered by private providers. Private providers are required to enter into a contract with the county councils. At the local level, municipalities are responsible for maintaining the immediate environment of citizens such as water supply and social welfare services. Both countries have recently seen a tendency of increasing municipal responsibility for follow-up care for the patients treated at hospitals, the disabled and elderly, and long-term care for psychiatric patients.
Denmark and Sweden are also quite similar with regard to the diffusion and employment of New Public Management (NPM) reforms (Kuhlmann & Jäkel, 2013; Pollitt & Bouckaert, 2011) . This is relevant as the differential use of quality management in the health sector could be seen as the reflection of a more general difference in the Danish and Swedish position on NPM.
The data supporting the present study derive from a variety of documents, such as laws, regulations, policy papers, evaluation reports, medical journals, newspaper articles, and existing social science studies on quality management in the health services of Denmark and Sweden. The documents were analyzed with a view to map all national and regional quality systems in the public health sector from the mid-1980s to 2013. After a first read and inter-state comparison of the reforms, we found that the quality systems differed and gradually changed significantly along the three analytical dimensions mentioned above, that is, professional/ managerial, voluntary/compulsory, and central/local rules. By professional quality systems, we are referring to those systems that are primarily attuned to secure and enhance the clinical quality of the medical services and the design of which are primarily controlled by the medical profession. By managerial quality systems, we are referring to systems that are primarily attuned to instill organizational setup and administrative procedures that allow politicians and top managers (in the Ministry of Health and the hospitals) to govern the conduct of professionals in ways that politicians and top managers-but not necessarily professionalsbelieve will improve the quality of the health services. By compulsory quality systems, we refer to all initiatives that are legally binding or the outcome of an administrative settlement decided by the central government. Everything else is regarded as voluntary. By central systems and rules, we are referring to those issued by the central state government. All others are regarded as local. As these dimensions seemed to be important to grasp the differential development in Denmark and Sweden, we went over the quality systems again and mapped them systematically according to the three dimensions.
In Denmark, document research was based above all, but not exclusively, on three sources. First, we scanned Infomedia, which is an electronic database containing articles from all Danish newspapers, most journals, and government newsletters since 1986, and second, the homepages of the Ministry of Health, the Board of Health, and Danish Regions, which contain all key policy documents. Third, we undertook a Google search by using the Danish terms for quality, management, health, and hospitals. The tracing of Swedish documents began by scanning the homepages of the Swedish Government, the National Board of Health and Welfare (NBHW), the Swedish Association of Local Authorities and Regions (SALAR), Swedish Council on Health Technology Assessment (SBU), and the homepage of Quality Registers (QR). In the second step, we searched Google using the Swedish terms for quality, management, health, and quality registers. The reference lists of all documents in Sweden and Denmark identified were scanned for other relevant documents. This procedure was reiterated until no new and relevant documents were identified.
Sweden: Voluntary connection of managerial and professional quality systems on an ad-hoc basis
The development of Sweden's health quality system can be separated into two distinct systems, a managerial and a professional one. This section will outline the main development of these two systems and the attempts to link them in order to understand why the linkages remained ad hoc and voluntary.
Professional and managerial quality management measures in Swedish health care Quality assurance discussions were initiated by the Swedish Institute for Health Services Development (SIHSD) already in the 1970s. Several methods were proposed to measure quality of processes and structures to control costs and to address problems as long waiting times, shortcomings in service, and low productivity (Erlingsdóttir, 1999; Garpenby, 1997; Ovretveit, 1994) . However, these proposals were only implemented in very limited ways if at all.
It was only when The Federation of County Council (FCC) 1 and Institute for Health Care Improvement (IHI) started collaborating in the 1990s that the process got under way again. They launched a variety of Total Quality Management (TQM) programs, models, and techniques in order to improve and assure the quality of health-care service (Bejerot & Erlingsdóttir, 2002) . This transformation process was trigged by several factors. At the general level, difficulties with controlling increasing health-care expenditures, long waiting times for access to health services, and widespread patient dissatisfaction (ESO, 1985; Garpenby, 1992; Larsson, Letell, & Thörn, 2012 ) seem important. More specifically, the publication of the NBHW's regulations of management systems and systematic quality work (SOSFS, 1993) and the 1997 revision of the Health and Medical Services Act (1982) both forced health-care organizations to launch quality assurance programs, though the specific design of these was largely up to the individual organizations (SOSFS, 2011) .
In the following, we account for the most comprehensive and persistent quality management measures implemented in the Swedish health-care sector since the 1990, namely, the quality development tool "QUL," National Patient Survey, the Breakthrough Series, and not least the Quality Registers. The "QUL" tool (in English: Quality, Development, Leadership), which was introduced by FCC in 1996, is one of the most widespread management quality instruments in Swedish health care (Bejerot & Erlingsdottir, 2002) . The QUL aims to make health-care organizations aware of their routines and how to guarantee quality and customer services. The clinic or hospital describes and evaluates the activities in the areas of management, information, planning, coworkers, processes, results, and consumer satisfaction. The purpose is to reveal malfunctions from a customer point of view. The final step is to implement improvement of health-care services and processes based on the knowledge from the description and the evaluation.
The "Breakthrough Series" (BS), originally developed by the IHI, was introduced in Sweden in 1996. It is a collaborative method seeking to improve health services delivered by clinics or primary care centers. Teams of medical staff work together on a focused topic area to improve clinical quality and to contain costs (IHI, 2003) . Local experiments and small-scale tests play an important role for improving actual practice (Edström, Svensson, & Olsson, 2005) . The FCC, and later SALAR, have been proactive, and also quite successful, in convincing clinics and primary care centers to use the breakthrough method. Today, at least one team has been participating in a breakthrough project in all Swedish counties.
In 2009, the first National Patient Survey (NPS) was carried out in primary care. NPS is a generic name for periodic surveys of patient experienced quality in health care. The NPS is now coordinated by SALAR and surveys are now conducted every second year in primary care and every second year in specialized hospital health-care (NPE, 2014) . The number of county councils participating in the NP has been steadily increasing since 2009. By systematically measuring and comparing patients' conceptions of health care (NPE, 2014), the NPS allows both health-care managers and patients to identify the relative merits of their particular health organization. While received positively by the public and health-care managers, the medical profession has been quite skeptical of the information value of the NPS.
Whereas the three quality programs described above all have been initiated by health-care managers, the Quality Registers (QR) are mainly the product of the medical profession. The health registers were initiated in the 1970s. These registers, which contained information about diagnosis, interventions, and results of individual patients, aimed to enable medical practitioners to systematically follow patientst reatment over time and ultimately to provide them with the best possible clinical care in a specific medical area. The funding of the registers came primarily from individual research funds. This was partially to change in the 1990s when the public administrators at SALAR saw the registers as a possible tool to improve the quality of the health-care sector in a more comprehensive and systematic fashion (Bohlin, 2011; Garpenby, 1997) . The registers would now receive stable government support, which allowed the number of quality registers to increase and cover more medical disciplines. Moreover, the introduction of new computer technology in the early 2000s enabled the quality registers to process greater quantities of information and start publishing medical results as benchmarking (Blomgren & Sahlin, 2007; Blomgren, 2007) .
Especially during the early 2000s, there was a debate on the exposure of governmental control efforts regarding the QR and the professionals' resistance (Bejerot & Hasselbladh, 2011) . In order to obtain financial support, the registers are being put through an annual review process by the Decision Body for National Quality Registers (DBNQR).
2 It could be argued that the self-scrutiny and self-improvement of the QR is a more pervasive and effective form of government control than centrally imposed systems. However, since the government is highly dependent on the medical expertise in developing this quality system, this could also be interpreted as governmental efforts to cater to the medical profession's demands for medical quality, rather than oppose the medical profession. Or it could be read as a governmental expression of powerless governance or playing symbolic politics. The interest in management reforms and individual profit amongst the medical profession should also not be underestimated (Hall, 2012) . Notwithstanding the financial and technological changes, the medical profession have remained in control of the individual registers' content and management driven by legitimizing and development of professional work (Levay & Waks, 2009 ). This view is also backed up by DBNQŔ s deliberate principle that the registers primarily are the medical professions´tool for learning and improvement and that proposals about financial supervision based upon the registers should be treated with caution (NQR, 2015; SALAR, 2010) . In sum, a number of quality management models developed on an ad-hoc basis within two distinct and largely unconnected institutional tracks. On the one hand, the managerial quality programs all seek, though in different ways, to spur voluntary quality improvements through new information systems and procedural (or process) changes. QUL is used to encourage competitiveness to encourage quality work, the BS is a way of implementing quality improvements in practice, and NPS provides information about patient satisfaction. On the other hand, the national quality registers are essentially the doctors´(and to lesser extent the nurses') instrument to systematically monitor and improve the clinical quality of their work. Unlike the managerial quality programs, the registers seek to improve quality not by focusing on procedures and processes, but by producing and using individualized clinical knowledge about the relationship between clinical interventions on the one hand and clinical results for the individual patient.
National politicians and administrators have tried to forge a homogeneous policy by changing regulative institutions. Moreover, along both tracks, we find NPM inspired ideas about focusing on the patients and their right to information and choice have gained influence. Nevertheless, the implementation of quality management mechanisms have remained remarkably uneven and uncoordinated (Garpenby, 1997; Nilsen, 2010) . In particular, the county councils and not least the medical profession have insisted on maintaining, developing, and managing their own quality systems. This has, in turn, led to significantly different solutions and to the development of two largely unconnected quality management tracks.
Soft policy as a way of combining managerial and professional measures
The central Swedish health authorities acknowledge the need for the knowledge produced in both the managerial and the professional track in order to improve health care at a national level. However, rather than trying to curb the autonomy of the county councils and the medical profession by forcing them to adopt specific quality programs or models, two coordinating instruments have been introduced, namely, the National Guidelines (NG) and Open Comparisons (OC), both aiming to overcome the difficulties in translating professional knowledge into management methods.
Since 1996, the NBHW has produced guidelines directed at the health-care profession. Physicians criticized the early versions of the guidelines but a significant room for discretion at the local hospitals has gradually made doctors accept the system. After 2008, the guidelines functioned as a basis for decision-making for public officials and politicians in prioritizing treatment methods (NBHW, 2014) .
In the beginning of the 2000s, SALAR and the NBHW agreed on establishing OC in health care. The purpose of OC, which went into operation in 2006, is to create transparency and eventually learning in the public health services (Lindgren, Ottosson, & Salas, 2012) . Information is extracted from existing systems, notably the NPS, QR, and the Health Data Register. Currently, the OC contains 162 indicators in a number of areas such as specific diseases, costs, accessibility, and patient experiences (Öppna jämförelser, 2014). The rationale is that regular standardized comparisons of these areas, rather than legal sanctions, will spur the sharing of best practices (Blomgren & Waks, 2010) . So far there is no documentation of such learning effects concerning the OC. However, individual QRs have been quite active in showing learning effects of quality improvement at the clinical level (Elg, Stenberg, Kammerlind, Tullberg, & Olsson, 2011; Peterson et al., 2007) . Despite the fact that information generated in the QR is used in a political way in the OC, the registers have retained their basic function of being a patient-focused system for monitoring treatment results linked to individual diagnosis and medical results. Accordingly, the purpose and meaning of QR is not dependent upon the OC (Örnerheim & Wihlborg, 2014) .
These two national initiatives, the OC and NG, have gradually made some headway into the professional quality management track. Both seek to better integrate existing knowledge and systems trying to ensure the quality of health services. Yet, neither of these amounts to a mandatory, national program for managing the quality at hospitals and other health-care organizations. So far, Swedish health authorities have focused on ensuring the medical professions´more or less voluntarily participation. It seems that the public health authorities have found it more politically expedient to accommodate the medical professions´demands, instead of forcing them into a specific program. The medical profession seems to accept the steering in the two above-mentioned cases as long as they have control of the content, get financial support, and exert some influence on the steering (Garpenby, 1999; Levay & Waks, 2009 ).
Thus, while numerous and quite comprehensive measures have been taken to develop and consolidate quality management of the Swedish health services, these measures remain rather ad hoc, fragmented, and above all based on voluntary instruments to overcome normative and cognitive differences in managerial and professional quality assurance.
Denmark: Unexpected policy learning and merging of professional and managerial quality systems As in Sweden, quality assurance in the health sector in Denmark has largely developed along two separate tracks. First, the medical profession has developed a variety of mainly clinically oriented quality schemes and techniques since the 1970s. While they have been supported by the public health authorities, these efforts have been more or less fully controlled by the medical profession. Second, public health authorities (politicians and top managers) have, since the early 1990s, embarked on a series of strategies and programs to integrate existing quality schemes into a nationwide strategy. Until recently, these managerial interventions remained voluntary and largely disconnected from existing professional schemes. The launching of the mandatory accreditation system aimed above all to remedy the shortcomings, rather than replace, earlier quality measures.
Insufficient public health quality management measures: Professional and managerial The first step by the Danish health authorities to develop a national quality management strategy was taken in 1993 (Sundhedsstyrelsen, 1993) . The strategy, which was developed in cooperation with WHO/ EURO, asserted that "quality development" would be a central tenet of future planning of the Danish health services. Quality development was to be based on both self-control, that is, the participation of the medical professions, and on user viewpoints, that is, the satisfaction of the users of medical services. Finally, it proposed a national quality evaluation model, such as ISO 9000. It is important not to exaggerate the influence of this strategy. First of all, the strategy came neither with any legal or regulatory reforms nor with any attempts to systematically monitor developments (at a national level). Moreover, the idea of a national quality evaluation model was vehemently rejected by the medical professions, which found that the medical benefits of, for example, ISO 9000 dubious (Rådet for Medicinsk Kvalitetssikring, 1993) .
Informed by the political attention generated around the National Strategy of the Quality of the Health Services, the medical profession launched the so-called clinical databases, which were gradually but systematically developed during the 1990s and 2000s (Sundhedsstyrelsen, 2000) . Based on a series of indicators, which are regularly updated, the databases seek to examine the correlation between particular forms of treatment on the one hand and patient cure on the other. The number of databases has gradually been expanded to include around 60 diseases (Databasernes Faellessekretariat, 2012) . Notwithstanding this apparent success, it has been difficult to make all parts of the health services systematically use the knowledge generated in the databases.
The former counties and a wide range of medical associations agreed in the late 1990s to establish the National Indicator Project (NIP) in order to develop and implement standards and indicators for the assessment of the quality of key health service deliveries. The NIP focuses on the documentation and quality development a series of practices diagnosing and treating specific diseases. The indicators developed were originally intended to be used both by the medical organizations and by patients and other citizens to gain insights into the quality of medical services. However, this last ambition was never really met as it turned out to be quite difficult to translate medical indicators into something useful for the patients. Accordingly, the NIP was closed down in 2012, though the activities focusing on the documentation of medical services for internal use by the hospitals was continued in the new Regional Clinical Development Program (Databasernes Faellessekretariat, 2012) .
From the early 1990s, an increasing number of Danish hospitals started to experiment with user satisfaction surveys. In the absence of state regulation or even guidelines for such surveys, the scope and regularity of these surveys varied significantly. While hospitals managements tended to see these surveys as a useful indicator of the quality of hospital services, the medical staff was generally not convinced of their utility. It was only in 2000 that the Danish government agreed with the counties to introduce standardized, national patient satisfaction surveys (Det nationale råd for kvalitetsudvikling i sundhedsvaesenet, 2001, del A). The aim of the surveys, which are conducted every second year at all Danish hospital departments, is to identify and compare differences and changes in quality levels across hospitals and to enable patients to make an enlightened choice of hospital services.
In sum, until the mid-2000s, the Danish health sector saw the development of a series of quality management programs along two distinct institutional tracks: Professional and managerial quality development programs. Attempts were made to bridge these two tracks, but, as in Sweden, they did not really succeed. Accordingly, there was no guarantee that the quality of knowledge generated by professionals was actually used in shaping the health services provided by hospitals, general practitioners, and other providers.
Accreditation: Mandatory linking of the professional and managerial tracks
In 2009, the DDKM was implemented as all Danish hospitals. The backbone of the DDKM is its standards and indictors. The current, second, version of the model contains a total of 82 standards of which 39 are organizational ones, 40 general patient process standards (including include reception, assessment, diagnosis, invasive treatment, medication and observation), and three specific sickness standards (Institut for Kvalitet og Akkreditering i Sundhedsvaesenet, 2012). Another fundamental feature of the DDKM is that it urges, actually forces, medical staff to develop, use and monitor their own specific guidelines for dealing with the patient processes and the specific sickness standards. A recent study including 20 interviews with the medical staff of two Danish hospitals suggested that they have substantial influence on these guidelines that structure their everyday work with patients (Ekdahl & Ottesen, 2015) . With regard to the patient process and sickness standards, in brief, the standards and indicators espoused by DDKM reflect both managerial and professional concerns.
The implementation of DDKM was preceded by a long and tedious political process that according to analytical flavor may be dated back several decades (Author reference). As in Sweden, the Danish media regularly published hospital "scandals" throughout the 1990s, that is, obvious and systematic medical malpractice such as erroneous hip surgery cases and poor cancer treatment. By the end of the 1990s, the Minister of Health seemed to have had enough of negative media stories. Thus, in 2001, the Minister entered an agreement with all Danish counties to initiate the development of a compulsory national model of hospital accreditation (Amtsrådsforeningen, 2001) .
While the explicit aim of this model was to have a national system improving the quality of hospital services and reducing the medical malpractice, it was not clear at the time what such a system should look like. Yet, over the next few years, the Ministry of Health would increasingly point to accreditation as a viable model. While it is difficult to identify any direct causal linkage, it is hardly a mere coincidence that two counties were actively propagating accreditation as a possible national quality system integrating both managerial and professional purposes. In early 2000, the Capital's Hospital Association had decided to introduce the US Joint Commission accreditation system to all public hospitals in Copenhagen (HS: Ja til kvalitetscheck på sygehusene, 2000). During a visit to Chicago in July 1999 organized by the Joint Commission, the directors of the Capital's Hospital Association had received a very positive impression of the JC accreditation model (Bagger, 2012) (Antonsen, Rasmussen, & Friis, 2006; Det Centrale Kvalitets-og Informatikudvalg for almen praksis, 2005) . While many doctors at the hospitals in Copenhagen remained critical of accreditation (Right & Kjerulf, 2002 , the hospital managements of both counties remained positive. They argued that accreditation allowed the hospitals to systematize and, not least, document the many quality development efforts taking place (So ein Ding müssen wir auch haben, 1999; Sønderjydske patienter får bedre kvalitet og sammenhaeng, 2001). Documentation was important not only to ward off criticism from politicians and the public, but also to allow learning. Accordingly, the implementation of the accreditation models may not have brought about any change in clinical practice at all as the immediate requirement simply is that doctors document the clinical practices they (already) undertake. In particular, the hospital directors in the Capital's Hospital Association went at great length to defend the JC model which they had implemented by trying to make that model the national standard (Bagger, 2012) .
The fact that two accreditation models were actually implemented seems to have been instrumental to the making of the DDKM in at least two ways. On the one hand, the experiences from Copenhagen and Southern Jutland showed that it was actually possible to implement and operate a quality management model that merged managerial and professional concerns. True, a number of hospital doctors remained critical of accreditation which they found too bureaucratic. Yet, both the Copenhagen and the Southern Jutland cases seemed to show to national politicians, notably the Minister of Health, that such resistance was manageable and was outweighed by the benefits of being able to document that quality management practices are actually conducted in a systematic manner. In turn, the national representatives of the medical associations seemed to decide somewhere along the process that the most viable strategy was to seek to cooperate with a view to influence the actual design of the model, rather than outright rejecting accreditation (Jacobsen & Poulsen, 2004; Krøll & Mainz, 2007) .
On the other hand, the existence of two competing accreditation models made it difficult to decide on one of these two as any decision in favor of one model would be met with criticism by the other county. This situation combined with a widespread skepticism in the medical profession toward accreditation made the Ministry of Interior and Health announce that the model should be attuned to the Danish context (Indenrigsog Sundhedsministeriet, Amtsrådsforeningen, & Hovedstadens Sygehusfaellesskab, 2003) . Rather than adopting one of the existing models, the development of a Danish model would entail a process of consultation with virtually all parts of the medical profession. Couched in terms of Danish tradition of policy dialogue, the Ministry no doubt hoped that this consultative process would convince the majority of hospital doctors to support accreditation. The immediate result, however, of inviting in all the medical associations was that the process became engulfed in protracted disputes within and between the many groups working on defining the scope and standards constituting the model. The Institute of Accreditation and Quality in Health Care (IKAS) was established in 2005 in order to reinvigorate the process of developing the DDKM. Representatives from the medical profession were richly represented in the thematic groups elected by IKAS with the crucial task of formulating suitable standards for the model. Even with this renewed momentum, the process dragged on as two versions of the models with all their hundreds of standards went through hearings and pilot tests. The model was finally introduced at all Danish hospitals in August 2009.
Discussion and conclusion
In this article, we have tried to show how quality systems in Denmark and Sweden after decades of rather similar historical trajectories recently developed rather differently. In both countries, we observe an intensification of the development of quality assurance systems along two more or less separate paths: a professional (medical) and a managerial (political) one. Through a number of voluntary regulatory approaches, attempts were made by health authorities in both countries to bridge these paths. The general ambition of most of these voluntary instruments was to try to generalize the best local practices into national guidelines or standards to be adopted by all hospital and other health organizations. The similarities and differences of these attempts are synthetized in Table 1 . Table 1 tries to summarize the main characteristics of the development of the health-care quality systems in Denmark and Sweden. The column "Disjointed quality assurance" denotes schemes in which managerial and professional rules were largely operating separately, that is, with low levels of coordination and/or integration. The column "Coordinated quality assurance" in contrast denotes quality schemes in which managerial and professional purposes are more or less systematically coordinated and integrated. Throughout the 1980s, quality assurance in both Denmark and Sweden remained largely disjointed and based on voluntary efforts by various parts of the medical profession. Under the influence of NPM ideas in general and total quality management schemes in particular, a number of new quality systems were pushed by public health authorities in both countries during the 1990s. The medical profession was now no longer the driver of quality reforms, though they remained influential in their design and in particular in their implementation. From around the turn of the millennium comprehensive efforts were made in both countries to coordinate and integrate the clinical systems controlled by the medical professions and the managerial systems controlled by politicians and health-care managers. In Sweden this effort has been conducted by voluntary means only. In contrast, what started as local voluntary experiments with hospital accreditation in Denmark ultimately ended up-after a lengthy political process of consultation and co-optation-as a national mandatory system.
The difficulties in both countries with significantly altering the quality systems and aligning the professional and managerial regulatory approaches may be explained by the political costs. Thus, in both countries attempts to establish mandatory nationwide schemes were strongly resisted by the medical professions. Forcing them to integrate the mainly clinically oriented quality schemes with nationwide managerial process-oriented schemes was and is associated with substantial political costs and practical problems. Thus, it seems fair to assert-in line with HI theory-that the existence of two parallel quality management paths which for a long time worked to fend off radical reforms.
To understand why (national and regional) politicians in Denmark insisted and eventually managed to implement a national, compulsory quality system and Sweden did not, we turned first to rational choice theory. We argued that the circumstances guiding the choices of Danish and Swedish health politicians, respectively, differed with regard to least one point, namely, Ministerial responsibility. We assumed that individual responsibility contributed to making the Danish Ministry of Health push relatively-to Sweden-hard for a national quality management reform. Our analysis suggests that prior to the decision in 2001 to develop a national, mandatory accreditation model, the Danish Minister of Health had for a long time been under public pressure to push for a reform that at least would appear to respond comprehensively and decisively to the many reports of medical malpractice at the hospitals. Thus individualized ministerial responsibility in the Danish case seems to have contributed to making the Minister push for a quality management reforms even if he was well aware that it would be met with intense resistance from the medical profession. While the rational pursuit of ministerial interest may provide part of the explanation of the different historical developments in the two countries, we find that at least one other and probably more important event was at play in the Danish case, namely, unintended policy learning. That is, policy learning which is useful not as a rational deliberation around some extrapolitical societal goals, but as a political and conflicting process leading to a series of diverse, unpredictable, and often more or less contradictory political goals. In the Danish case, policy learning resulted less from a planned and rational process where learning is a pregiven goal, but more from local programs that unintentionally showed that technical problems and professional resistance can be handled in a politically acceptable way. In particular, the adoption of an accreditation model that essentially entails that it is the medical staff itself that formulates the guidelines structuring their everyday work seems to have contributed importantly to reduce local resistance.
Sweden have had no obvious window of opportunity since there were no mechanisms, such as prior learning of a local comprehensive system, that the key professional and national political actors could refer to and ultimately spur an agreement on a national mandatory system. Sweden has, rather, been deliberately cautious and chosen another route, namely, a revision of national health authorities (Ds, 2014) . The strategy is to gather information from different quality systems to support a public knowledge management, which in short includes refinement of the responsibility of national health authorities for these matters and collaboration between the concerned authorities. The extent to which this documentation and cooperation amongst national health authorities are effective or mere castles in the air is open to doubt, and should be left for further examination.
We think that unintended policy learning fits well within the larger theoretical edifice of HI and its attempt to explain change. We saw that until recently HI has been very focused on how forces outside the political-administrative system have contributed to change. More recently, more focus has been attributed to internal factors, though these have mainly been employed to understand incremental change.
Finally, we have argued that resistance against the implementation of the model was reduced through deliberate co-optation of the medical professions through their systematic participation in the development of a national model. In Sweden, changes of the quality systems have only been incremental despite widespread concerns over the inability of the existing measures to deal satisfactory with quality problems. In particular, the health quality systems have seen quite extensive layering in which public management ideas and logics have to some extent encroached on the professional area via the back door. In terms of future research, we would like to point to the need for systematic evaluations of the two national quality systems, in terms of their clinical, economic, and motivational effects. Such evaluations, which are currently very scarce, would enable enlightened normative discussions of the pros and cons of quality management systems in the health sector.
Notes

Predecessor to Swedish Association of Local
Authorities and Regions (SALAR). 2. The Decision Body for National Quality Registers was at the time made up of representatives from SALAR, NBHW, and also the medical profession and Register-Holders.
